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LETTERS TO THE EDITOR
Regarding “Treatment of type II endoleaks after
endovascular repair of abdominal aortic aneurysm”
We refer to the article by Baum et al (J Vasc Surg 2002;35:
23-9). We would like to describe an alternative method of dealing
with this problem, ie, the translumbar approach. In the approach
described by Baum et al, computed tomography (CT) is used only
for diagnosis and localization of the endoleak. The procedure to
seal the leak was carried out under fluoroscopic guidance.
We suggest the following technique, which we have carried
out entirely under CT control. With the patient in the prone
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position, CT angiography was performed, which accurately local-
ized the position of the endoleak (Fig 1). An 18-gauge 20 cm
Chiba needle (Cook, Bloomington, Ind) was then precisely placed
into the endoleak. A 145 cm Ultrastiff J Wire (Cook) was inserted
down the needle, and the needle was removed. Then a 5F 24 cm
arrow sheath (Statemed) was inserted into the endoleak. The
sheath can be further accurately positioned with another CT run.
There is no need to insert any contrast material down the sheath at
any point in the procedure. Embolization was achieved with a 5F
Hinck catheter and 12, 10, and 8 mm Gianturco coils (Cook),
which were presoaked in thrombin. After insertion of coils, 5000
IU of thrombin was inserted into the endoleak cavity. After inser-
tion of the coils we performed contrast-enhanced CT, which
confirmed that the endoleak was successfully sealed (Fig 2).
We believe the advantage of this technique over that suggested
by Baum et al is the ability to accurately position the needle and the
sheath in the endoleak under CT control. This is potentially a more
accurate method than planning the route preoperatively with a CT
scan and inserting the needle under fluoroscopic guidance. CT,
even without contrast enhancement, enables differentiation be-
tween thrombus and the endoleak cavity in many cases. The whole
procedure can be performed in the CT suite, with no requirement
to move the patient to a fluoroscopy screening room. As we do not
insert any contrast material down the catheter during the proce-
dure, at the end we are able to ascertain that the endoleak has been
successfully excluded by use of a contrast-enhanced CT scan.
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Fig 1. CT scan shows type II endoleak.
Fig 2. Post-procedure CT scan shows sealed endoleak, with
coils.
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